INTRODUCTION CASE REPORT
A 68-year-old male patient had weakness in the lower limbs, imbalance, and gait disturbance for 3 years, associated with frequent falls. e patient complained of paresthesia in the upper right limb and right hemiface for the prior 3 months.
Neurological examination revealed a weakness in the lower limbs (Grade 4/5), hyperreflexia in the lower limbs plus bilateral Achilles' clonus, gait deviation to the right, and no findings in the cranial nerves or in the sensitivity test.
An magnetic resonance imaging (MRI) showed a massive cystic lesion measuring 6 cm×4.6 cm×5.2 cm (L×AP×T). e T1-weighted and T2-weighted signals were similar to the cerebrospinal fluid (CSF). e cyst was located in the foramen of Magendie. ere was significant compression of the brainstem anteriorly, and the cerebellum was displaced superiorly [ Figure 1a and b].
Surgery
e patient was in the prone position after general anesthesia, midline incision, dissection of the muscle planes, exposure of the suboccipital bone, and posterior arch of C1. Suboccipital craniectomy, C1 laminectomy, and "Y" shaped durotomy were performed. e arachnoid cyst was exteriorizing through foramen of Magendie, displacing cerebellar hemisphere superiorly, cyst opening and removal of the cyst wall. e brainstem, obex, and spinal cord were observed at the end of the excision. e dura mater closure was done with autologous graft, then multiple layers closure [ Figure 2a and b]. e anatomopathological examination with hematoxylin and eosin showed loose fibrous wall cyst lined by flattened meningothelial cells [ Figure 3a and b].
At the 6-month follow-up, the patient had recovered completely. Postoperative imaging showed a significant decrease in the compressive effect on the brainstem and cerebellum [ Figure 4a and b].
e patient signed a consent form authorizing the publication of this case report.
DISCUSSION
Cystic lesions of the posterior fossa include Dandy-Walker malformations, arachnoid cysts, Blake's pouch cysts, mega cisterna magna, and epidermoid cysts. Epidermoid cysts and arachnoid cysts differ from the other malformations because they do not communicate with the ventricular system. [3, 11] MRI is fundamental to differentiate epidermoid cysts from arachnoid cysts: Fluid attenuation inversion recovery (FLAIR) and diffusion sequences differentiate the two pathologies. Arachnoid cysts show complete suppression of FLAIR signals and do not present restriction to water diffusion. [2, 7] Other differential diagnoses are pilocytic astrocytoma and hemangioblastoma. [8] Arachnoid cysts are benign leptomeningeal lesions that develop from the separation or duplication of the arachnoid membrane with subsequent CSF filling and are more common in males (3:1). Cysts may increase in size by valve mechanism, fluid secretion through the cyst wall, or by an osmotic gradient. [3, 11, 13] In addition to congenital cases, arachnoid cysts can also be acquired after inflammatory, infectious, traumatic, tumor, or iatrogenic processes. [2] In elderly patients with symptomatic arachnoid cysts, the clinical manifestations are similar to those with chronic subdural hematoma or normal pressure hydrocephalus, with the most common symptoms being headache, hemiparesis, gait alteration, and dementia. In general, the symptoms begin after minor trauma. [1, 15] Probably the mechanism of the arachnoid cyst became symptomatic in this case is due to traumatic event related by the patient, such as the frequent falls. Inflammatory and infectious conditions, which could also be an additional factor, were excluded with laboratory test and CSF with no abnormalities.
e treatment of choice for most cases is conservative. In cases of progressive neurological deficit or persistent symptoms, surgery is indicated. e objective is the collapse of the cyst and improvement of the clinical manifestations. [14] Treatment protocols vary, including craniotomy for cyst excision, craniotomy for fenestration, endoscopy for fenestration, or cyst-peritoneal shunting. [11, 13, 14] Surgical series for arachnoid cysts demonstrate the improvement of symptoms in approximately 80% of patients and complications occur in approximately 10%-15% of cases. [6, 12, 14] In the first published case report of an arachnoid cyst in the foramen of Magendie in an elderly patient, the cerebellar symptoms were similar to those in our patient, including ataxia and gait disturbance, but in the present case, these symptoms caused the patient to fall repeatedly. In addition to the cerebellar symptoms, our patient presented with paresthesia in the right upper limb and right hemiface, which may have been caused by posterior brainstem compression. Although the cyst extension to spinal canal in our case, the MRI results were similar in both cases, in which there was no extension of the arachnoid cyst to the IV ventricle and the absence of hydrocephalus. As in our case, in the published case, the surgical approach was the same, and the outcome was excellent in both. [5] CONCLUSION is case report adds to the literature one more successful elderly patient treated by surgery for a symptomatic arachnoid cyst in the foramen of Magendie.
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